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dressed	 surgical	 case	 volume	 and	 number	 of	 cardiac	 acute	 care	 unit	 (CACU)	
admissions.	 Responses	 were	 recorded	 and	 stored	 in	 Research	 Electronic	 Data	
Capture	(REDCap).
Results:	Surveys	were	completed	by	31	out	of	34	centers	(91%)	with	minimal	incom‐
plete	 fields.	 A	majority	 (61%)	 of	 centers	 have	 a	 single	 dedicated	 CACU,	 which	 is	







































pital/patient	 demographics	 (32	 questions),	 staffing	 (18	 questions),	







procedure	 as	 a	 standard	practice	used	95%	of	 the	 time	without	 a	
written	policy.
The	 survey	 data	 were	 collected	 and	 managed	 using	 Research	









After	 preliminary	 review	 and	 analysis,	 it	 was	 determined	 that	
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Sites	had	 relatively	more	difficulty	obtaining	answers	 to	 the	5	ad‐
ditional	surgical	volume	questions,	with	33	remaining	missing	fields.
3.1 | Unit structure
The	 cardiac	 acute	 care	 teams	 of	 the	 responding	 centers	 function	
within	a	variety	of	environments.	The	majority	(61%)	of	centers	have	
a	 single,	 dedicated	 CACU,	 while	 35%	 had	 a	 mixed‐specialty	 unit.	
The	size	of	the	CACU	varied;	the	most	common	size	was	21‐30	beds	
(45%).	Table	1	shows	the	distribution	of	unit	size	by	bed	number	as	
a	 function	 of	 surgical	 volume.	 Surgical	 volumes	 differed	 between	






ous	with	or	on	 the	same	 floor	as	 the	 ICU.	One	center	has	a	more	
novel	approach	and	admits	all	cardiac	patients	to	an	“acuity‐adapt‐
able”	 unit	 where	 patients	 stay	 in	 the	 same	 room	 throughout	 the	
hospitalization	 rather	 than	 in	 a	 separate	 cardiac	 ICU	 and	 CACU.	











Regarding	 the	 structure	 of	 daily	 bedside	 rounds,	 80%	 centers	
















the	hospitalization	 is	 for	a	noncardiac	 indication.	While	all	centers	
except	2	(6%)	accept	noncardiac	patients	to	the	unit,	these	patients	





Single‐ventricle	 patients	 following	 stage	 one	 palliation	 (interstage	
patients)	tend	to	be	the	subject	of	specific	practice	policies	in	many	
centers.	Two	centers	do	not	discharge	these	patients	under	any	cir‐














11‐20	beds 1 4 4
21‐30	beds 2 2 4 6
31‐40	beds 1a 1 1
>40	beds 1
aAcuity	adaptable	unit;	surgical	cases,	total	number	of	surgical	cases	for	the	past	calendar	year	using	
the	 Society	 for	 Thoracic	 Surgeons	 definition	 which	 excludes	 chest	 closures	 and	 extracorporeal	
membrane	oxygenation	procedures.	
TA B L E  1  Unit	size	as	a	function	of	
surgical	volume













mitted	 to	a	general	cardiology	service.	There	 is	 substantial	variation	






ease	 (ACHD)	 with	 48%	 having	 some	 restriction	 regarding	 age	 or	
co‐morbidities	 and	 36%	 admitting	 without	 any	 restrictions.	 Four	
centers	admit	ACHD	patients	 to	a	dedicated	adult	unit.	When	the	
























weekly.	 In	 addition	 to	 the	 general	 pediatric	 cardiology	 service	 at‐
tending,	it	is	common	to	have	other	division	faculty	on‐service	simul‐
taneously	to	cover	the	subspecialty	services:	heart	transplant	(65%),	
pre‐	 and	 postcatheterization	 laboratory	 68%),	 electrophysiology	
(65%),	and	pulmonary	hypertension	(39%).
Nearly,	all	centers	(90%)	have	a	cardiology	fellow	on	the	cardiac	

















Methods	 to	 identify	 patients	 as	 being	 high‐risk	 and	 how	units	
respond	to	potentially	high‐risk	events	were	evaluated.	An	objective	
warning	score	or	other	system	by	which	nurses	chart	 indicators	of	








A	variety	 of	 care	protocols	 and	pathways	 are	 used	within	 the	 co‐
hort.	 Approximately	 half	 the	 centers	 have	 lesion‐specific	 surgical	












Communication	 of	 information	 between	 care	 teams	 impacts	 the	
ongoing	 care	 of	 these	 patients;	 however,	 the	methods	 to	 achieve	
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accurate	and	efficient	transfer	of	information	are	not	uniform.	Most	
centers	 (68%)	have	a	written	policy	or	standard	practice	regarding	
cardiac	 ICU	to	CACU	transfer	of	care.	There	 is	no	typical	 location	
where	 provider	 hand‐off	 occurs.	 Sign‐out	 occurs	 at	 the	 cardiac	
ICU	bedside	in	35%,	face‐to‐face	in	the	ICU	but	not	at	the	bedside	
in	 26%,	 or	 by	 a	 phone	 call	 in	 23%.	 The	majority	 (84%)	 of	 centers	


























division	 and	 73%	 have	 dedicated	 staff	 members	 collect	 and	 ana‐
lyze	 data	 related	 to	QI	 initiatives.	Most	 sites	 (90%)	 hold	 regularly	
scheduled	meetings	 to	discuss	 local	QI	 initiatives	 specific	 to	pedi‐
atric	 cardiology.	The	most	 common	 topic	 for	QI	work	 is	discharge	




























F I G U R E  1  Multidisciplinary	staff	utilization.	Abbreviations:	Case	mgr,	case	manager;	Pharm,	clinical	pharmacist;	OT,	occupational	
therapist;	PT,	physical	therapist;	RD,	registered	dietician;	RT,	respiratory	therapist;	ST,	speech	therapist;	SW,	social	worker;	Vasc	access,	
central	vascular	access	[Colour	figure	can	be	viewed	at	wileyonlinelibrary.com]



















identification	 and	 response	 to	 clinical	 deterioration	 of	 hospital‐
ward	patients.5	In	2016,	a	brief	survey	of	North	American	pediatric	
cardiology	programs	was	 the	 first	 to	describe	 the	 structure	of	 in‐
patient,	 acute	 care	 services	 in	noncritical	 cardiac	 care	units.2	 This	
study	by	Mott	et	al	included	72	responding	centers	that	answered	a	
F I G U R E  2  Utilization	by	protocol	type.	Definitions:	Protocol,	a	written	accessible	document	or	a	process	driven	by	shared	order	sets;	
Procedure,	a	standard	practice	used	95%	of	the	time	without	a	written	policy	[Colour	figure	can	be	viewed	at	wileyonlinelibrary.com]
F I G U R E  3  Single	ventricle	policy	utilization.	Abbreviations:	Pulse	Ox,	pulse	oximeter;	CR	Monitor,	cardiorespiratory	monitor;	IV	Access,	
intravenous	access	[Colour	figure	can	be	viewed	at	wileyonlinelibrary.com]
















ity	 of	 care.	We	 found	 significant	 variation	 in	 these	 areas,	 but	 not	
necessarily	in	a	similar	pattern	across	domains.	Institutions	develop	







combination	 of	 nursing	 staffing	 ratios,	 ancillary	 support	 services,	
and	permitted	acuity	level	provide	safer,	more	efficient	methods	of	









on	 financial	 resource	 availability,	 this	 process	 is	 often	 grounded	
in	 tradition.	 By	 sharing	 practice	 trends	 across	 centers	 throughout	
North	 America,	 the	 default	 to	 tradition	 has	 been	 challenged.	 The	
strength	of	the	collaborative	is	illustrated	by	outlier	units	leveraging	
requests	and	implementation	of	new	therapies	that	were	previously	
restricted	 to	 critical	 care,	 such	 as	 high	 flow	nasal	 cannula	 oxygen	
and	near‐infrared	spectroscopy	monitoring.	As	registry	data	are	col‐
lected,	 the	 safety	 and	efficacy	of	newly	 adapted	practices	 can	be	
further	supported.









designed	 to	 encourage	 appropriate	 and	 judicious	 use	 of	 coronary	
computed	 tomography	 angiography.6	 It	 is	 our	 goal	 that	 the	 PAC3 
registry	database	will	help	to	redesign	more	sustainable	CACUs	that	
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